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Abstract
Parents play an important role in the sexual health of
their adolescent children. Based on previous research,
formative research, and theories of behavioral change, we
developed Talking Parents, Healthy Teens, an intervention
designed to help parents improve communication with their
adolescent children, promote healthy adolescent sexual
development, and reduce adolescent sexual risk behaviors.
We conduct the parenting program at worksites to facilitate
recruitment and retention of participants. The program
consists of 8 weekly 1-hour sessions during the lunch hour.
In this article, we review the literature that identifies
parental influences on adolescent sexual behavior, summa-
rize our formative research, present the theoretical frame-
work we used to develop Talking Parents, Healthy Teens,
describe the program’s components and intervention strate-
gies, and offer recommendations based on our experiences
developing the program. By targeting parents at their
worksites, this program represents an innovative approach
to promoting adolescent sexual health. This article is
intended to be helpful to health educators and clinicians
designing programs for parents, employers implementing
health-related programs, and researchers who may consid-
er designing and evaluating such worksite-based programs.
Introduction
As documented by the Centers for Disease Control and
Prevention’s (CDC’s) Youth Risk Behavior Survey (YRBS),
many adolescents engage in behaviors that increase their
risk of sexually transmitted diseases (STDs) and unin-
tended pregnancies (1). Most efforts to promote healthy
adolescent sexual development and reduce risk have tar-
geted adolescents through community- or school-based
programs (2-5). There has been much less focus on the pro-
tective role parents can play in raising sexually healthy
adolescents.
We developed Talking Parents, Healthy Teens, a pro-
gram to help parents learn parenting and communication
skills that would facilitate communication with their
adolescent children, promote healthy adolescent sexual
behaviors, and reduce sexual risk behaviors. The pro-
gram is provided at worksites as a means of reaching a
large number of parents easily.
In this article, we briefly review the role that parents can
play in adolescent sexual health, present the theoretical
framework used to develop Talking Parents, Healthy
Teens, and describe the program’s components and inter-
vention strategies.
Background
Certain parenting behaviors and types of parent adoles-
cent relationships are related to adolescent risk behaviors.
For example, adolescents whose parents monitor them are
more likely than others to initiate intercourse at later
ages (6-8) and to have fewer partners and use condoms if
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they are sexually active (9-12). The more involved parents
are with their adolescents (e.g., knowledgeable about their
school and extracurricular activities), the less likely their
adolescents will be to initiate sex at earlier ages and to
engage in drug use and other problem behaviors (13-15).
In addition, adolescents are less likely to initiate inter-
course at a young age or engage in frequent intercourse,
and more likely to use contraception, if they are positive-
ly connected to their parents (e.g., feel satisfied in their
relationships) (16-18).
Although older studies on the relationship between
parent–adolescent communication and adolescent sex-
ual behavior have shown mixed results (19-21), some
researchers have found that when parents talk to their
adolescents about sexuality, adolescents are more likely to
delay intercourse and if they have intercourse, to use con-
traception and have fewer partners (22-24). Yet, many par-
ents do not feel comfortable talking with their adolescents
about sexual topics (25); when parents talk about these
topics, they tend to lecture (26), possibly inhibiting open
communication. Parents who feel more confident in their
parent–adolescent communication skills are more likely
than less confident parents to engage in conversations
about sex (27-29). In addition, parents’ use of open-ended
questions is positively associated with adolescent engage-
ment in conversations about sexuality (30).
Despite the evidence for the protective role of parents in
adolescent sexual health, most HIV and sex education pro-
grams targeted at teens have no role or a limited role for
parents (4). Although these programs are an important
component of health promotion efforts for youth, their
effects often extinguish fairly rapidly. By contrast, pro-
grams that help parents influence their adolescents’
behaviors may have more enduring effects. Parents gener-
ally have more contact than most other adults with their
adolescents, are familiar with their adolescents’ attitudes
and idiosyncrasies (or could be), and are invested in their
children’s lives. Given parents’ long-term perspective on
the implications of their adolescents’ sexual health and
development and their ability to retain and use knowledge
and skills, parents have the potential to provide the ongo-
ing reinforcement that time-limited youth programs can
rarely offer. As a result, there has been a push to develop
parent-only programs (31-33), but few have actually been
evaluated (26,34,35), and others are undergoing evalua-
tion (36). Our program adds to this growing number of par-
enting programs but is unique in that it is the only such
program that we know of that is delivered at a parent’s
workplace and is undergoing rigorous evaluation in a ran-
domized controlled trial.
Strategies
The worksite setting
Interventions aimed at parents need to reach and engage
them. This can be difficult in community settings where
many parents must make a special effort to attend (37).
Parent training programs on various topics generally have
high dropout rates, ranging from about 25% to more than
40% (38,39). A promising alternative is to bring the inter-
vention to parents where they work, an approach that may
facilitate recruitment and retention (40). Worksite-based
health programs, such as weight reduction (41) and smok-
ing cessation (42), have been successful in changing
employees’ health-related behaviors. Although some
employers have programs to help employees with family
issues, few have programs designed to address the needs of
parents of adolescents. Talking Parents, Healthy Teens
addresses this gap.
Additional advantages of the worksite setting include
having the support of the workplace management, which
can serve as a form of “approval” that makes the parenting
program more inviting to employees. Finally, worksites
may provide an infrastructure that makes them an easier
setting than others for implementing Talking Parents,
Healthy Teens or similar programs.
Formative research: curriculum development
In developing the parenting program, we 1) reviewed
and adapted curricula of parenting programs (general pro-
grams and programs covering parent–adolescent commu-
nication) and adolescent programs; 2) consulted with
researchers and educators with expertise in adolescent
behavior, parenting, health promotion, and adult learning
principles; 3) conducted focus groups with parents and
adolescents and interviews with worksite representatives
(43); and 4) piloted the program at three worksites and
then revised it based on our experiences.
Theoretical model
In 1991, the leading proponents of behavior change the-
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ories dominating HIV-related research (e.g., social learn-
ing theory, health belief model, theory of reasoned action)
came to consensus on the eight variables that most strong-
ly influence behavior change (44). They identified three
factors as necessary and sufficient: 1) an individual’s skills
or ability to engage in behavior; 2) an individual’s inten-
tions to engage in behavior; and 3) the absence of environ-
mental barriers that prevent behavior or the presence of
resources (facilitators) to engage in behavior. Five addi-
tional factors have both a direct and an indirect effect on
behavior by influencing intentions: 4) perceived self-effica-
cy; 5) perceived social norms; 6) perceived net benefits; 7)
perceived consistency with personal standards (i.e., behav-
ior is consistent with self-image); and 8) emotional
response (i.e., emotional reaction to behavior is more posi-
tive than negative). Knowledge and beliefs also influence
these five factors.
We applied these eight factors to Talking Parents,
Healthy Teens (Figure) and hypothesized that parents
would change their parenting behaviors, which would lead
to a change in adolescent behaviors. Talking Parents,
Healthy Teens aims to influence parents’ skills such as
communication, monitoring, and involvement; intentions
to talk about sex, monitor, and stay involved; and percep-
tions of environmental barriers and facilitators that influ-
ence talking about sexuality (e.g., community norms that
discourage or encourage such communication). By increas-
ing parents’ skills and facilitating opportunities for com-
munication through take-home activities, the program also
aims to affect the parent–adolescent relationship, further
influencing adolescent behavior change (e.g., the likelihood
that adolescents will delay intercourse or use condoms).
Other examples illustrate the types of interactions cap-
tured by the theoretical model:
• Parents learn communication skills (e.g., encouraging
youth to express their feelings and thoughts) aimed at
strengthening their relationships with their children.
They also learn communication skills they can teach
their children to use in peer and romantic relationships
(e.g., assertiveness skills such as how to say no to
undesired activities). Parents learn how to improve
the parent–adolescent relationship and build on that
relationship to teach the child skills that influence
behavioral outcomes.
• Parents can monitor adolescents more effectively (e.g.,
calling home during the afternoon after the child returns
from school or arranging for an adult to be home).
Parental monitoring can influence adolescent outcomes
through the parent–child relationship.
• Improving parent–adolescent communication (e.g., talk-
ing about pregnancy prevention) may affect child factors
(e.g., ability to negotiate condom use) that influence an
adolescent’s intentions (e.g., to use condoms) and subse-
quent behaviors (e.g., condom use). The quality of the
parent–adolescent relationship may influence how an
adolescent responds to a parent’s belief about appropri-
ate sexual behavior. For example, if the parent and ado-
lescent have a distant relationship, the child may be
more likely to dismiss the parent’s view; if the relation-
ship is close, the parent’s opinion may influence the ado-
lescent’s intentions and behaviors.
• Parents’ feelings of self-efficacy and emotional responses
may influence their intentions and consequently their
communication with their adolescents about sex. For
example, parents may feel more competent to talk about
sex and therefore more positive about having conversa-
tions about sex, which can lead to more frequent and
effective communication with their adolescents.
Program Description: Key Features
Structure 
Talking Parents, Healthy Teens is a parenting program
for parents of sixth to tenth graders. It consists of eight
weekly 1-hour sessions presented during the lunch hour to
groups of about 15 parents. A trained facilitator and assis-
tant facilitator lead the program using a standardized,
scripted, program manual. We provide lunch, which serves
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Figure. Theoretical model of the relationship between parent–adolescent
interactions and adolescent behaviors for the Talking Parents, Healthy Teens
program.
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as an incentive for participation and reduces late arrivals.
The program is interactive and focuses on building par-
ents’ abilities, comfort, and confidence; lecturing is mini-
mal. Sessions focus on skill-building and practice. Each
session builds on previous ones; the facilitator reviews the
prior week’s lessons and troubleshoots issues that arose
when parents used new skills at home. We mail materials
to parents who miss sessions (usually through interoffice
mail at the worksite), and the facilitator reviews the ses-
sion content with absent parents by telephone.
Diversity of participant values and comfort discussing sex
The program acknowledges that parents have diverse
experiences and backgrounds; values, and moral and reli-
gious beliefs; and levels of comfort addressing sex-related
topics. It is designed so that parents can apply what they
learn to achieve their goals. We teach skills, facts, and
options and offer advice for how and when to talk to chil-
dren, but we do not dictate to parents what they should do
or how they should feel. For example, to provide balance
for parents with diverse views, the same session covers
how to say no to sex and how to use a condom. We have had
favorable feedback from parents who want their children
to refrain from sex until marriage and parents who are
comfortable with their high-school-aged adolescents hav-
ing sex (with contraception).
Communication skills
Communication skills are a major program feature. For
example, parents learn how to start and sustain conversa-
tions on sensitive sex-related topics, how to ask questions,
and how to listen without lecturing. After parents learn
basic communication skills, they learn skills that they can
teach their children. The facilitator reviews the elements
of each skill and provides examples illustrating its use and
benefits. Volunteers read aloud parent–child dialogues
that use (or fail to use) the skill, and then all parents prac-
tice the skill in role-plays.
Videotaped role-plays
Between sessions 4 and 7, parents meet individually
with the facilitators for a private session to practice the
skills and receive feedback. The parent and one of the facil-
itators, who plays the role of the adolescent based on the
parent’s description of his or her child, engage in a role-
play about a sex-related topic. The role-play is videotaped
so that the facilitators can review it with the parent.
Parents observe their tone, word choice, and body lan-
guage in what can be an eye-opening exercise. They then
develop a plan to improve their communication.
Weekly activities 
Each week, parents receive a set of short activities to
help them practice new skills at home. Some exercises help
parents think about important issues related to their ado-
lescents (e.g., appropriate supervision), and some help par-
ents communicate with adolescents by providing games to
play and sex-related topics to discuss (Table).
Handouts
Parents receive the following handouts during the pro-
gram: 1) facts of life, which cover topics such as puberty,
contraception, HIV and other STDs, sexual orientation,
and alcohol use; 2) communication skills, which summa-
rize communication skills taught during the sessions; 3)
parenting tips, which provide additional examples of par-
enting strategies; 4) worksheets, which are used for in-
class exercises that help parents learn program material;
5) key ring cards — short outlines of communication skills
printed on small laminated cards and attached to a key
ring — used so that parents can keep skill summaries
handy; and 6) a parenting resource list that includes hot-
lines, books, and other resources. Parents also receive a
participant notebook in which to keep handouts and notes.
Rewards
Raffles with prizes (e.g., a teen sexual health book) are
held during the program. At the end of the program, par-
ents receive a certificate for course completion that pro-
vides a marker of their accomplishment and encourages
continued work on parent–child relationships.
Summary of Sessions
Session 1: Building your relationship with your child
Overview. Session 1 provides an overview of the pro-
gram and reasons for offering it. The session focuses on
positive parent–child relationships, covering points that
are reinforced in later sessions: the importance of 1) talk-
ing to children about sex; 2) establishing a quality par-
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ent–child relationship; 3) identifying and reinforcing chil-
dren’s strengths; 4) spending time with children; 5) helping
children develop future goals; and 6) supervising children.
Communication skills. Parents are encouraged to
praise or reinforce their children’s strengths by “catching
their child doing something good” (i.e., noticing a positive
behavior and making a favorable comment to the child
about it).
Session 2: Your adolescent’s development and new ways
of communicating
Overview. Session 2 focuses on the importance of being
involved in the adolescent’s life and reinforces positive par-
ent–adolescent relationships. By discussing adolescent
physical, social, emotional, and cognitive development,
parents learn that some adolescent behaviors that are baf-
fling and frustrating may be a normal part of development.
They are reminded of how physical changes may affect the
way adolescents feel about themselves and that an adoles-
cent’s sexual and romantic feelings are developing. The
topic of sexual orientation is introduced.
Communication skills. Parents are introduced to
two skills. 1) “I” messages are statements parents make
that include the phrase, “I feel. . . .” For example, “When
you play your music loudly, I feel annoyed because I
can’t get my work done.” These messages do not label or
blame the adolescent; they focus on the parent’s feelings
and not on the adolescent’s misbehavior. “I” messages
can reduce the likelihood that conflict will escalate. 2)
Strategies for inviting children to talk (e.g., offering sev-
eral examples of what a person might feel in a given sit-
uation to help adolescents identify and discuss their own
feelings) can increase the likelihood of general conversa-
tion and may be particularly helpful to parents whose
children frequently give responses like “uh huh.” The
program reinforces the value of having general, nonspe-
cific conversations with adolescents in addition to engag-
ing in specific conversations about sex. The facilitator
addresses parents’ inability to make children talk if they
do not want to and the value of spending time together
engaged in activities.
Session 3: Listening skills for talking about sensitive topics
Overview. Session 3 focuses on listening to adolescents
and addresses parents’ concerns about talking about sex.
Parents identify and discuss reasons why they might be
reluctant to talk with their children about sex (e.g., fear
that talking about sex might encourage it, that the child is
too young to talk about it, that they might disclose more
about their own past than they want to). By addressing
these concerns, parents develop the confidence to talk to
their children about sex.
Communication skills. Parents learn an approach
called active listening, which involves paying attention, lis-
tening without interrupting, restating what they have
heard their children say (to confirm they understood cor-
rectly and to show they were listening), and identifying the
feelings their children are expressing. Active listening
shows youth that parents are interested, encourages youth
to express themselves, and helps them identify their own
thoughts and feelings. In conversations about sex, this
communication skill increases the likelihood that parents
and adolescents will engage in a balanced discussion
instead of an intervention in which the parents lecture and
the adolescents say little.
Session 4: Talking about sex: getting past roadblocks
Overview. In Session 4, the program moves from skills
that promote general communication and positive par-
ent–child relationships to skills that support communica-
tion specifically about sex. Although many parents have a
vague feeling that they do not want their child to have sex,
they may not have identified their specific beliefs or con-
sidered how they feel about dating and sexual behaviors
that might occur before or instead of intercourse.
Identifying their beliefs helps parents consider what mes-
sages they want to convey.
Communication skills. Parents are introduced to four
strategies to initiate conversations about sex: 1) using
teachable moments (i.e., everyday situations, such as
watching a movie with a love scene, that provide opportu-
nities to start discussions); 2) thinking of opening lines to
start the conversation; 3) identifying roadblocks (e.g., what
adolescents say to make it hard to talk about sex) and
strategies such as open-ended questions to get past them;
and 4) identifying reasons they want to talk about sex with
their children and learning how to avoid lecturing. By
practicing how to start conversations through role-plays,
parents gain experience and confidence so they can talk to
their children more easily.
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Session 5: Helping your child make decisions
Overview. Session 5 focuses on developing abilities to
engage in longer conversations about sex-related topics
with adolescents. Parents think about the reasons that
adolescents might and might not want to have sex. By con-
sidering the adolescent perspective on sexual matters, par-
ents can anticipate potential adolescent responses and
work to make their discussions proceed smoothly.
Communication skills. Parents are presented with
reasons why it is important to help children learn how to
make their own healthy decisions about sexual behavior
rather than dictating to them what to do. Parents are
introduced to decision-making skills that involve the par-
ent asking the adolescent questions to help the adolescent
develop decision-making skills. These decision-making
skills are called the S.T.O.P. steps: State the decision; Talk
about feelings and needs; brainstorm and discuss Options;
and Pick the best option and later evaluate it.
Session 6: Assertiveness skills, abstinence, and contracep-
tion
Overview. The first part of Session 6 covers assertive-
ness skills for adolescents who want to remain abstinent
from sexual activity in general or refrain from some or all
sexual activities in a particular situation. The second part
of the session addresses various methods of preventing
STDs or unintended pregnancies among adolescents who
engage in sexual activity. Parents discuss advantages and
disadvantages of condoms and how they would talk to their
children about them. The facilitator demonstrates how to
use a condom by putting it on two fingers, and parents
have the opportunity to practice how they would teach
their adolescents the steps for correct condom use.
Communication skills. Parents learn assertiveness
skills so that they can teach them to their children: how to
say no to someone who is applying pressure in an unwant-
ed sexual situation; how to suggest an alternative activity
as a means of getting out of a pressured situation without
implying a desire to end the relationship (e.g., proposing to
go to the movies instead); and delay tactics or methods of
cooling down a pressure situation (e.g., going to the rest-
room). Not only do parents engage in role-plays in which
they practice responding to someone who is pressuring
them, but they also are encouraged to use these role-plays
at home with their adolescents.
Session 7: More assertiveness skills, coping with conflict,
and supervising your kids
Overview. Session 7 addresses strategies for negotiat-
ing conflict. Parents learn additional assertiveness skills
that adolescents can use if they decide to have sex and
want to use contraception. Parents review the program
skills that can be used to cope with conflict. For example,
they are shown how the S.T.O.P. steps from session 5 can
be used to resolve problems and reduce conflict with oth-
ers. Parents also discuss their supervision practices and
how to supervise their children appropriately in various
situations. Finally, parents discuss what it means to
“respect others” and how they can help their children
understand concepts such as “no means no.”
Communication skills. Additional assertiveness
strategies that parents learn to teach adolescents include
stating that they want to use a condom, giving a reason
why they want to use a condom, coming up with a response
that they can use if pressured to have sex without a con-
dom, saying no to sex without a condom, and using alter-
native actions and delay tactics.
Session 8: Putting it all together and staying motivated
Session 8 reviews the communication and parenting
skills learned in the prior seven sessions, motivates par-
ents to continue using these skills, and acknowledges
parents’ efforts and participation. Parents have the
opportunity to practice all of the skills they have learned
during the program in a variety of role-plays. They are
encouraged to stay in touch with and support each other,
to remember to “catch themselves doing something good,”
and to identify the next conversation they intend to have
with their child about sex or sexuality. Finally, rewards for
perfect attendance and certificates of participation are dis-
tributed. Parents also receive the parenting resource list.
Evaluation
We are currently conducting a randomized controlled
trial of Talking Parents, Healthy Teens, with randomiza-
tion at the individual parent level. Thirteen worksites in
southern California are participating in the evaluation.
Worksites include for-profit businesses, nonprofit organiza-
tions, and public agencies. The program has been provided
to 20 groups of parents, and we are collecting follow-up
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data. Median attendance was seven out of eight sessions.
Feedback has been quite favorable. For example, on a
postintervention survey, 96% of participants reported that
they would definitely (72%) or probably (24%) recommend
the program to a friend or coworker.
Discussion and Conclusions
Talking Parents, Healthy Teens is a promising approach
for improving parenting and communication skills as a
means of promoting healthy adolescent sexual develop-
ment and reducing sexual risk behaviors. Based on theo-
ries of behavioral change, Talking Parents, Healthy Teens
teaches parenting and communication skills that research
suggests are effective. It also includes features character-
istic of successful sexual health and HIV prevention pro-
grams. Although there seem to be few parenting programs
that focus on adolescent sexual health, even fewer have
been rigorously evaluated. We are currently evaluating
Talking Parents, Healthy Teens’ effects on parents and
their adolescents.
Our experiences developing this program suggest that 1)
parents provide a unique avenue for reaching adolescents;
2) activities and strategies based on adult learning princi-
ples can be used to teach parenting and communication
skills needed to address many of the challenges parents
face in talking to their children about sex; 3) these
teaching strategies can engage groups of adults who
have various learning styles and parenting and com-
munication abilities; and 4) programs can be designed
that are acceptable to parents with diverse values and
backgrounds. We recommend that health educators,
researchers, and other professionals further explore ways
to work with parents to improve the parent–child relation-
ship and to influence adolescents’ behavior.
Finally, our preliminary experiences conducting Talking
Parents, Healthy Teens at worksites suggest that 1) the
worksite setting makes attendance more convenient for
many parents of adolescents; and 2) innovative and suc-
cessful collaborations can occur between clinicians or
researchers who are addressing adolescent sexual health
and worksite personnel dedicated to improving their
employees’ family health. We recommend further develop-
ment of worksite-based programs to address such family
issues as adolescent health promotion.
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Table
Table. Summary of Weekly Activities to Be Completed Outside of Program Sessions: Talking Parents, Healthy Teens Worksite
Intervention
1 1. Parents practice catching their adolescent doing something good.
2. Parents play a question-and-answer game with their child to get to know their child’s likes and dislikes.
3. Parents identify time periods or situations in their child’s daily life when they might want to supervise their child more or 
grant their child more freedom or independence.
2 1. Parents spend time with their adolescent child by engaging in a fun activity chosen by the child.
2. Parents and their adolescent play “The Changes Game,” a question-and-answer card game designed to provide an 
opportunity to talk about the physical changes that occur during adolescence.
3. Parents read three descriptions of adolescent behavior and write “I” messages to express how they might feel in each 
situation.
3 1. Parents read questions and discuss with their child the qualities their child values in close relationships.
2. Parents read questions and discuss with their child the qualities that are important in healthy romantic relationships.
3. Parents identify messages about sex or sexuality that they would like to communicate to their child.
4 1. Adolescents interview their parents about what life/dating was like when they were teenagers.
2. Parents brainstorm ways that they might be able to supervise their children more or allow their children greater freedom 
and independence during the time periods they identified previously.
3. Parents practice their active listening skills with a coworker or friend.
5 1. Parents use several scenarios and questions to help teach their adolescent decision-making steps.
2. Parents and their adolescents come up with five reasons why adolescents have sex or want to have sex and five reasons
why adolescents may choose not to have sex until they are older.
3. Parents and adolescents look through magazines to identify messages about adolescent sexuality and discuss reasons 
for and against having sex.
6 1. Parents teach their children assertiveness skills.
2. Parents ask their children questions to help them think about what it means when someone says “no” and how to 
respect that person’s decision.
3. Parents and adolescents come up with reasons why adolescents who are engaging in sexual activity choose to use 
condoms and why they might not want to use condoms.
7 1. Parents and adolescents read scenarios and respond to questions about what they would say or do, how they would 
be assertive, and how they would remain abstinent in various sexual situations.
2. Parents and adolescents read scenarios and respond to questions about how they would be assertive about using 
condoms in sexual situations.
3. Parents and adolescents play “The Condom Game,” in which each step of correct condom use is written on a card, 
and both put the cards in the correct order.
8 1. Parents identify the most important thing they learned in the program, the skills they feel most comfortable using, 
and the skills that are most difficult for them.
2. Parents make a list of the weekly activities that they were unable to complete and make a plan to do these activities 
in the future.
3. Parents identify the next sex-related conversation they want to have with their child and set a timeline for that 
conversation.
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